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This visit was for a pre-occupancy survey.
Facility Number: 012607
Survey Date: 2-15-12
Surveyor: Jack |. Cohen, MHA
Medical Surveyor
Glen Lehman Endoscopy Suite meets the
requirements for Ambulatory Surgery Center
Licensure Rules 410 IAC 15-2 to admit and treat
patients.
QA: claughlin 02/17/12
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